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ACT 369

(5) Each parent’s spouse or former spouses;
(6) Each sibling or person related by consanguinity or marriage;
(7) Each person residing in the same dwelling unit; and
(8) Any other person who, or legal entity that, is a child’s legal or physical

custodian or guardian, or who is otherwise responsible for the child’s care,
other than an authorized agency that assumes such a legal status or relationship
with the child under chapter 587.

“Preventable death” means a death that reasonable medical, social, legal, psychological,
or educational intervention may have prevented.

“Provider of medical care” means any health care practitioner who provides, or a
facility through which is provided, any medical evaluation or treatment, including dental and
mental health evaluation or treatment.

§321- Access to information. (a) Upon written request of the director, all providers
of medical care and state and county agencies shall disclose to the department, and those
individuals appointed by the director to participate in the review of child deaths, child death
review information regarding the circumstances of a child’s death so that the department may
conduct a multidisciplinary and multiagency review of child deaths pursuant to section 321-31
and this part.

(b) To the extent that this section conflicts with other state confidentiality laws, this
section shall prevail.

§321- Exception. Information regarding an ongoing civil or criminal investigation shall
be disclosed at the discretion of the applicable state, county, or federal law enforcement agency.

§321- Use of child death review information and records. (a) Except as otherwise
provided in this part, all child death review information acquired by the department during its
review of child deaths pursuant to this part, is confidential and may only be disclosed as
necessary to carry out the purposes of this part.

(b) Child death review information and statistical compilations of data that do not
contain any information that would permit the identification of any person shall be public records.

(c) No individual participating in the department’s multidisciplinary and multiagency
review of a child’s death may be questioned in any civil or criminal proceeding regarding
information presented in or opinions formed as a result of a child death review meeting. Nothing
in this subsection shall be construed to prevent a person from testifying to information obtained
independently of the department’s multidisciplinary and multiagency review of a child’s death,
or which is public information, or where disclosure is required by law or court order.

(d) Child death review information held by the department as a result of child death
reviews conducted under this part are not subject to subpoena, discovery, or introduction into
evidence in any civil or criminal proceeding, except that child death review information otherwise
available from other sources is not immune fron’ subpoena, discovery, or introduction into
evidence through those sources solely because they were provided as required by this part.

§321- Immunity from liability. All agencies and individuals participating in the review
of child deaths pursuant to this part shall not be held civilly or criminally liable for providing the
information required under this part.”

SECTION 2. This Act shall take effect upon its approval.
(Approved July 3, 1997.)
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A Bill for an Act Relating to Child Death Review.

Be It Enacted by the Legislature of the State of Hawaii:

SECTION 1. Chapter 321, Hawaii Revised Statutes, is amended by adding a
new part to be appropriately designated and to read as follows:

“PART      . CHILD DEATH REVIEW

§321- Multidisciplinary and multiagency reviews. The department of health
may conduct multidisciplinary and multiagency reviews of child deaths in order to reduce
the incidence of preventable child deaths.

§321- Definitions. As used in this part:
“Child” means a person under eighteen years of age.
“Child death review information” means information regarding the child

and child’s family, including but not limited to:
(1) Social, medical, and legal histories;
(2) Death and birth certificates;
(3) Law enforcement investigative data;
(4) Medical examiner or coroner investigative data;
(5) Parole and probation information and records;
(6) Information and records of social service agencies;
(7) Educational records; and
(8) Health care institution information.
“Department” means the department of health.
“Director” means the director of health or the director’s designated

representatives
“Family” means:
(1) Each legal parent;
(2) The natural mother;
(3) The natural father;
(4) The adjudicated, presumed, or concerned natural father as defined

under section 578-2;
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The Hawaii Child Death Review System is empowered under Act 369 SLH 1997 to reduce the
incidence of preventable child deaths.  The mission statement adopted by the State CDR
Council is:

MISSION OF HAWAII’S CHILD DEATH REVIEW

 “To reduce preventable child deaths through  systematic multidisciplinary and interagency
review of child deaths, from birth to under age 18, in the State of Hawaii.”

Seven objectives were identified to achieve the Council mission:

1. To establish a State Child Death Review Council and Local Child Death
Review Teams.

2. To describe child death trends and patterns in Hawaii.

3. To identify the causes and circumstances surrounding every child’s death.

4. To identify risk factors in order to recommend the development of policies,
strategies, and resources to prevent future child deaths.

5. To facilitate interdisciplinary training and community prevention education
through data driven policy recommendations.

6. To establish a statewide data collection system to facilitate the Child Death
Review effort.

7. To assure a collaborative response to prevent child deaths.
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The Hawaii State Child Death Review System is a community-based process that provides
systematic, multidisciplinary and multiagency reviews of all child deaths under age 18 to reduce
preventable child deaths.  Through the review of the cause and circumstances that surround a
child’s death, trends and patterns may be described and risk factors may be identified in order
to recommend change in policies, strategies and resources to prevent future child deaths.

Act 369 of the Session Laws of Hawaii in 1997 created the Hawaii CDR System, giving the
Department of Health authority to conduct multidisciplinary reviews and to oversee the
implementation of this system.  Multidisciplinary representation includes individuals from public
health, medicine, law enforcement, child welfare, education, the judiciary and other community
professionals as appropriate.

The State CDR Council has the responsibility of on-going oversight for this review system.  It
recommends policy and legislative changes, facilitates training programs and increases public
awareness through specific educational activities.  As Local CDR Teams review the deaths, they
also identify services, policies, educational and other factors that may have prevented the child’s
death.  Together their collective knowledge motivates system change.

This document is based on the retrospective review of all 1996 child deaths. The findings are
limited but largely consistent with patterns of child death previously identified in other studies.
There are no marked differences between Hawaii and other states at present.

• 57% of all child deaths occur in the first year of life.  The primary causes in this
period were prematurity and congenital anomalies.

• Drowning is one of the leading categories of child deaths in 1-4 years, 5-9 years
and 15-17 years.

• Motor vehicle crashes are the leading cause of death for 10-14 years and 15-17
years and the second leading category for 1-4 years and 5-9 years.

• The child death rate was highest for Samoans and Pacific Islanders, followed by
Hawaiians who presented an above average rate.

Over time in depth analysis with large numbers will provide greater insights into the
circumstances and risk factors surrounding the death of children in the State of Hawaii.

EXECUTIVE SUMMARY
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Background

On the national level, interagency child death review teams also known as child fatality teams
emerged in response to the increasing awareness of fatal violence against children in the United
States.  The first multiagency team originated in California in 1978.  Subsequently, review teams
began in other states, and today, almost every state has some form of a review process in place.
Nationally the American Bar Association provided leadership to assure systematic reviews of
child deaths with standardized procedures and protocols.  The multidisciplinary and multiagency
process involves the coordination and collaboration of resources and data collection from a variety
of previously unrelated or loosely related systems.  The overall purpose of the child death review
process is the prevention of those child deaths that are preventable.

In 1991, the Department of Human Services (DHS) requested their Child Welfare Services State
Advisory Council  to conduct a retrospective review of child abuse and neglect deaths and serious
reabuse cases covering a five year period from 1987 through 1992.  The purpose of this review
was to insure that “lessons learned” involving the death and serious re-injury of a child due to
abuse and neglect would be identified and changes made within the system which would eliminate
or reduce the chances of  reoccurrence.

As a result of that review, two major findings surfaced.  First, there were numerous problems in the
current “system” and the “system” involved several agencies and entities other than DHS making it
a more complex issue.  Secondly, a more formal and collaborative effort needed to be pursued or
developed in order to begin to improve the “system.”

Consequently, the Sixteenth State Legislature passed resolutions creating a task force to work
toward the establishment of an interdisciplinary CDR System to identify deaths from child abuse
and neglect.

The final report from this task force to the legislature contained a description of the roles of the four
major public agencies that function at a statewide level as well as other involved agencies situated
at the city/county level.  All members of this task force were requested to purchase and review five
publications from the Child Fatalities Project-American Bar Association Center on Children and
the Law to assist in creating a common framework from which to work.  Several members also
attended a training sponsored by the American Bar Association, bringing back valuable information
that would guide the insuing activities.

In 1993, The Judicary was identified as the lead agency to oversee this effort.  Shortly thereafter,
the responsibility shifted to the Office of the Attorney General.  A year later, the DOH assumed
responsibility.  Within the DOH, the program was eventually assigned a “home” in the Maternal
and Child Health Branch (MCHB) of the Family Health Services Division (FHSD).  The Legislature
solidified this responsibility in 1997 by the passage of Act 369.

INTRODUCTION
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Act 369 which gives the authority to the DOH also clarifies the use of child death review information
and records and defines the parameters of the review. (See Appendix III for the  Act 369)

State Child Death Review Council:

The State CDR Council was charged with the responsibility of developing the system policies and
procedures for the reviews and setting the framework for the program.  Several subcommittees
were formed to study issues and recommend policies.  Focus areas included:  Confidentiality, Data
Collection and  Protocols for State Council and Local Teams.  During the first two years, the State
CDR Council and subcommittees met monthly.  This initial phase involved intensive research by
the DOH and the State CDR Council members.  The crafting of the system began with lively
discussions around the creation of the data set and mock reviews.

Staffing needs were identified and the search for funding began.  The Research Statistician funded
by the Preventive Health and Health Services Block Grant (PHHSBG) would be situated in the
Office of Health Status Monitoring.  The CDR Nurse Coordinator would be housed at the MCHB.
Later funding for this position was secured from the DHS.

As plans became operational, two extremely important training events occurred in 1998 in
preparation for the actual reviews.  These were:

(1) August, 1998:  Hawaii Child Death Review: Orientation for Local Teams to introduce
Local CDR Team members to the CDR system and the policy and procedure manual with
data collection forms; and

(2) October, 1998:  Hawaii Child Death Review System:  Intensive Training Conference for
all stakeholder in the CDR System including team members, community leaders, key agency
personnel, legislators and child advocates.

By December, 1998, the identification of team members by their respective Departments on each
island was completed and organizing efforts for each team had begun.  DOH personnel were
designated as coordinators for each civilian team.  The CDR Nurse Coordinator would serve as
liaison to oversee all team activities including the Department of Defense Team.

Local Child Death Review Teams:

Child Death Review is a community-based process.  Department of Health personnel from each
island augment as team coordinators in these reviews.  Local CDR Team membership is specific to
that county with support and technical assistance from the MCHB.   There are five civilian teams
in four counties (Honolulu county has two teams due to the higher number of deaths), and a
Department of Defense Team with membership representative of all branches of the Armed Forces.
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The team completes a case report for every death reviewed.  This report is submitted to the
Maternal and Child Health Branch, where the information is entered into a database.  Aggregate
analysis and reporting takes place when the year reviews are complete.  (See Appendix II for the
Data Form 1 and Form 2)

Local CDR Teams are charged to conduct a comprehensive, retrospective analysis of all deaths of
resident and visitor children who die in their jurisdictions.  If a child dies in a jurisdiction outside of
his residence, there are two retrospective reviews of the death, one in the county of the child
residence and one in the county where the death occurred. This also applies to a military dependent
whose death occurs in the civilian community.  When available and in accordance with confidentiality
provisions, each team member shares his or her agency’s knowledge of the child and family
circumstances surrounding the death and the agency’s response to the death.  The Statute assures
the review team’s access to the necessary information both from public agencies and private
sources.

The team discusses who, where, when and why of every death.  Other appropriate individuals
who have special knowledge as the child’s physician or case worker are invited to become ad-hoc
team members for the case review.  These individuals are subject to the rules of the CDR process
during this period.

The team attempts to answer the following questions:

• Is our review complete?
• Are there services that have been or should be provided?
• Are there other children at imminent risk of harm?
• What were the risk factors involved in this death?
• Are there agency policies and practices that should be changed?
• What are we going to do to prevent a similar death?

The Local CDR Team meetings are closed and secured with strictest confidentiality maintained as
mandated by Statute and outlined in the procedure manual.  During the reviews, private individuals
may be requested to provide pertinent information to the team.  At each team meeting, members
and invited attendees are required to sign a statement of confidentiality.  This statement states that
the information secured through a review will remain confidential and not be used for reasons other
than that for which it was intended.
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Introduction

The Hawaii CDR System through the Local CDR Team process completed the retrospective
review of child deaths in1996 as a pilot project.  Due to the small numbers of data, analysis of
statistical information to identify patterns, trends and possible predictors of child deaths was not
possible.  Identification of systemic strengths and weaknesses as they impact on the identification
of risk in the prevention of child deaths has begun.  Recommendations for changes in procedures
and service delivery systems which influence the well being of children and families will be devel-
oped as more information is gained from these reviews.  Identification and development of public
health policies and laws across the system that cares for children and families will be highlighted in
future reports.

Review of all cases of death for the year 1996 in Hawaii revealed a total of 192 deaths from birth
to 18 years of age for a rate of 64.2/100,000 population per year. Although this number is far
greater than one would like, it represents an overall child death rate comparing favorably to other
states.

The Hawaii CDR System seeks to add to information revealed by death certificates submitted to
vital statistics alone.  The assembly of multidisciplinary teams allows for variables pertinent to the
deaths of individuals between birth and 18 years of age to be included in the review.  The physician
assigning the cause of death on the death certificate may have limited information.  From the added
information available to the Local CDR Teams, a small but significant number of deaths were
reclassified as to cause.  One death designated as due to natural causes by death certificate was
deemed a homicide by the review team.  Some specific causes of death such as Sudden Infant
Death Syndrome (SIDS) on death certificate were reclassified as undetermined.  This reflects that
additional information may raise questions as to the true cause of death, but still be insufficient to
make a confident reassignment.  In such cases it is preferable to deem them undetermined, rather
than assign them to a specific category even though evidence is conflicting.

In order to potentially further define the death risks experienced by this population, the 1996
Hawaii deaths have been divided into groupings for analysis.

Causes of Death by Age Group

The numbers of deaths, with causes of death listed for each of six age groupings, are shown in
Table I.  This table includes all deaths, including nonresidents, and the causes of death are those
designated by the Local CDR Teams rather than by death certificate.  The majority of child deaths
occur in the first year of life.  Of the 18 years of childhood, the first year accounted for 57% of all
childhood death with 110 deaths.  Accepted health statistical groupings separate the first year of
life into two periods.  The neonatal period, the first 28 days of life, carries the highest risk of death
with a total of 70 deaths.  The primary causes of death in this period were prematurity (50),

REVIEW OF HAWAII CHILD DEATH REVIEW PILOT PROJECT
1996 DATA
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congenital anomalies (13) and birth injury (5).  These deaths almost all occur in the hospital from
conditions that are recognized at birth.  Prevention efforts for this age group should focus on
addressing risk factors during pregnancy known to affect neonatal outcomes.  Several current
programs within the state are addressing risk factors including maternal poor nutrition, lack of
medical care, substance use and exposure to domestic violence.

The post-neonatal period, from 28 days through the first year of life, is the second highest risk
period with a total of 40 deaths.  There continue to be deaths related to adverse birth conditions
such as prematurity and congenital anomalies, but also deaths are now occurring in the community
due to preventable incidents such as suffocation (2) drowning (1) and fire (1).  Five deaths were
attributed to SIDS.  SIDS is defined as “the sudden death of an infant under one year of age that
remains unexplained after a complete investigation, which includes an autopsy, examination of the
death scene, and review of the symptoms of illnesses the infant had prior to dying and any other
pertinent medical history.”   This definition of SIDS has led overall to more vigorous efforts to
obtain pertinent information around infant deaths and probably more specific assignment of causes
of death than had previously occurred.  The CDR process has assisted in assembling existing
information, but still after review of individual cases, information may not be sufficient to reliably
differentiate between SIDS, suffocation, respiratory conditions and homicide and the cause may
be classified “undetermined” as occurred in 5 cases of infant death.

Epidemiologic evidence suggesting that SIDS was related to infants sleeping face down led to the
nationwide “Back to Sleep Campaign”.  Since its initiation, the U.S. and Hawaii rates for SIDS
have dropped significantly.  Efforts to have all childcare providers and health care workers empha-
size sleeping risks in their practice and their counseling should continue.

In the age group 1-4 years of age, there were a total of 24 deaths.  The distribution of causes of
death show 14/24 deaths (58%) were due to medical conditions with 6 due to chronic disease, 3
due to acute illness, 3 due to congenital anomalies and 2 due to cancer.  There were 9/24 (38%)
due to injury with, 4 due to drowning, 3 vehicular deaths, 1 due to suffocation and 1 due to
physical assault.

In the age group 5-9 years of age, there were a total of 16 deaths with 8/16 (50%) due to medical
conditions and 7/16 (44%) due to injury.  There were 4 vehicular deaths, 1 drowning, 1 physical
assault and 1 fire.  One death was of undetermined cause.

In the age group 10-14 years of age, there were a total of 18 deaths with 10/18 (56%) due to
medical conditions and 8/18 (44%) due to injury. There were 5 vehicular deaths accounting for
28% of all deaths, 2 due to drowning and 1 death due to suicide.

In the age group 15-17 years of age, there were a total of 24 deaths.  The causes of death were
medical in 7/24 (29%), and 17/24 (71%) were due to injury.  The rise in injury deaths is primarily
attributable to the increase of deaths from motor vehicle incidents accounting for 10/24 or 42% of
all deaths in this age group. There were 2 deaths due to drowning, 2 from assault, 2 from suicide
and one unintentional injury from a firearm.
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As can be seen in Table 1, after the first year of life, there are only a few deaths in each category
of cause of death.  This precludes confident statements as to the statistical significance of any
apparent trends.  Indeed, the numbers are so few that although much data is collected during each
case review which relates to specific categories such as vehicular death, drowning or homicide,
trending related to risk factors is difficult.  There will be greater opportunity to identify trends and
specific risk factors in our community with the further accumulation of years of data and refinement
of our data analysis.

With only one year’s data, several potential areas for prevention are already apparent.  The category
responsible for the most preventable deaths is motor vehicle. There were 18 resident deaths
classified as vehicular.  There was 1 bicyclist death in a 6 year old cycling unsupervised without a
helmet.  There were 2 pedestrian deaths, 1 death in a 7 year old and the other a 2 year old.  The
2 year old was in the mother’s arms at the time of impact and they were not in a crosswalk.  There
were 7 drivers, two of whom were only 13 years of age.  One died driving a dirtbike (helmet status
unknown) the other was driving a stolen car.  Two drivers who died were speeding and one was
intoxicated.  Of the 8 occupant deaths one was a 14 year old in a truck bed.  There were 5 of 13
restrained in some fashion while 5 were definitely not and 3 did not have restraint status determined.
The age of occupants who died was greater than 12 in 6/8 (75%), there was one 9 year old
(unrestrained) and one was 3 (reported restrained in some way).  The bicycle and pedestrian
deaths all occurred on Oahu.  Nine of the fifteen (60%) killed in vehicles were on the neighbor
islands (5 on Maui, 3 on Hawaii, 1 on Kauai).  This is clearly a large number of vehicular deaths for
the neighbor islands as compared to Oahu when their smaller population is considered.

Table 1
Leading Causes of Child Deaths by Age Groups, Hawaii 1996 (N=192)

Neonates (First 28 days of life)
(Total Deaths = 70)

Post-neonates (28 Days up to 1 year)
(Total Deaths = 40)

1-4 Year Olds
(Total Deaths = 24)

Prematurity 50
Congenital Anomalies 13
Birth Injury 5
Suffocation/Asphyxiation  1
Undetermined 1

Congenital Anomalies                   8
Prematurity 8
Undetermined  5
SIDS  5
Acute Illness 3
Chronic Disease/Illness 3
Suffocation/Asphyxiation  2
Genetic Anomalies  2
Status Post Surgical  2
Drowning 1
Fire/Burn  1

Chronic Disease/Illness 6
Drowning 4
Vehicular 3
Acute Illness 3
Congenital Anomalies 3
Cancer 2
Suffocation/Asphyxiation 1
Physical Assault 1
Undetermined 1

5-9 Year Olds
(Total Deaths = 16)

10-14 Year Olds
(Total Deaths = 18)

15-17 Year Olds
(Total Deaths = 24)

Acute Illness 4
Vehicular  4
Cancer 2
Drowning 1
Physical Assault 1
Chronic Disease/Illness 1
Fire/Burn 1
Genetic Anomalies 1
Undetermined 1

Vehicular  5
Cancer 4
Acute Illness 3
Chronic Disease/Illness 3
Drowning 2
Suicide 1

Vehicular 10
Chronic Disease/Illness 3
Drowning 2
Cancer 2
Physical Assault 2
Suicide 2
Acute Illness 2
Firearm 1

*The total number of child deaths is 192 (including residents and nonresidents).
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Prevention strategies are needed to specifically address each age group.  Current prevention
programs which have been proven to be effective include using age appropriate restraints that are
correctly installed, positioning of child passengers, and enforcing traffic laws and graduated licensing
for teenager drivers.  However, these efforts need to be maintained and strengthened.

Drowning is a significant cause of death in childhood in Hawaii.  It is the second leading cause of
injury death after the vehicular category.  This is not surprising considering our marine environment
and the number of pools in our state.  There were 4 drownings in pools, 3 in the ocean, one in a
river and one in a bathtub.  All the pool deaths were in very young children while the ocean river
deaths were in children over the age of 13.  None of the victims were known to be wearing a
flotation device. None of the cases were attended by a lifeguard (unknown in 1 case).  Drowning
in early childhood is primarily due to lack of age appropriate supervision by adults whereas in later
childhood risk taking behavior on the part of the child may also play a role.  Although supervision
can prevent drowning, this requires behavior change and overall efforts to improve parenting.
Teaching children to swim at an appropriate age is important, but cannot substitute for appropriate
supervision.  Efforts to create environments where drowning is less likely to occur by having
barriers for young children and reduced access to dangerous swimming spots will also be effective.

Suffocation was a significant cause of death for very young children.  Three victims were infants
and one was 2 years old.  The 2 year old choked on popcorn. An unsuccessful Heimlich maneuver
was attempted.  One infant suffocated when its breathing was obstructed by plastic, one was
wedged between the mattress and rungs of a playpen and one was deemed to be due to a parent
overlying the infant in bed when co-sleeping.

Two siblings ages 8 years and 1 year died in the same house fire while the adults survived.  There
was a smoke detector that functioned properly.  The review team revealed family risk factors
which contributed to the deaths.

Figure 1 shows the distribution of child deaths by age groups.  It also shows the number
of deaths due to natural causes (medical) vs. unintentional injury in each age group.
These deaths are for residents of Hawaii only.  Individuals visiting Hawaii or being transferred here
for medical care may not have the same age distribution as our population so removing those
deaths for the purpose of this figure gives a more accurate picture of the age-related risk of our
population.  Infant deaths are most likely to be due to medical conditions.  After infancy, unintentional
injury causes approximately half of all deaths until adolescence when the risk of death from injury
exceeds the risk of dying of a medical condition.

Intentional injury is not included in this table as the numbers are small but it is an important category
in terms of prevention.  There were a total of 6 deaths due to intentional injury.  These deaths
included 3 suicides (one each in  Hawaii, Honolulu and Kauai counties).  All suicides occurred by
hanging.  The suicides occurred in one female with a history of alcohol abuse and running away and
the two males apparently had no antecedent history of mental health problems.  There were 4
homicides, all in Honolulu.  Two were teenagers.  Aggregate risk factors for intentional injury
cannot be elucidated by this data but thorough review does lead to insights on individual cases and
opportunities to improve services.
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Figure 1
Number of child deaths in Hawaii, by manner and age of victim, 1996.
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Methods: Includes only deaths among residents of Hawaii (n=171).

* “Total deaths” include 3 suicides (one in the 10-14 year group, and 2 in the 15-17 year group), 3 homicides (1 among 5-9 year olds, 2 among 15-17 year
olds), 1 death due to legal intervention (15-17 year age group), and 10 other deaths for which the intent could not determined by the review teams (6 among
infants, 2 among 1-4 year olds, and 2 among 5-9 year olds).

Table 2 shows the Hawaii population and deaths for each age group and age specific
death rates by manner of death.  Only residents of the state are included for this table. Age
specific death rates are based on small numbers except for the infant age group and may not be
accurate.  The death rate for infants is by far the highest while the rate in middle childhood is the
lowest.  The infant death rate is 586.4/100,000, while the second highest rate is for the 15-17 year
age group where the rate is 44.4/100,000 and the lowest death rate of 17.4/100,000 occurs in
middle childhood

Table 2
Number and rate of child deaths in Hawaii, by manner and age of victim, 1996.

1996 Total* Natural Unintentional Total* Natural Unintentional
Age group population injury injury

Rate of deaths (/100,000 pop’n)Number of Deaths

Infants 17,224 101 90 5 586.4 522.5 29.0

1-4 years-olds 73,220 20 12 6 27.3 16.4 8.2

5-9 years-olds 86,301 15 7 5 17.4 8.1 5.8

10-14 years-olds 80,344 14 7 6 17.4 8.7 7.5

15-17 years-olds 47,299 21 5 11 44.4 10.6 23.3

* “Total deaths” include 17 deaths that were not classified as natural or due to unintentional injuries.
These deaths included 3 suicides (one in the 10-14 year group, and 2 in the 15-17 year group), 3 homicides (1 among 5-9 year olds, 2 among 15-17 year-olds), 1
death due to legal intervention (15-17 year age group), and 10 other deaths for which the intent could not be determined by the review teams (6 among infants,
2 among 1-4 year-olds, and 2 among 5-9 year-olds).

Methods: Includes only deaths among residents of Hawaii (n=171).  The source for 1996 population estimates are from Population Estimate Reports from
the U.S. Bureau of the Census, as listed on the DBEDT website (http://www.hawaii.gov/dbedt/estimate.html).

Note: The low number of deaths make all rate calculations unreliable, with the exception of infants.
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Resident Status and Geographic Distribution

The overall child death rate for Hawaii of 64.2/100,000 reflects all child deaths occurring in the
state in 1996.  It is recognized that Hawaii has substantial numbers of visitors and also receives
medical transfers from the Pacific Basin of children in critical condition who may subsequently die
here. When the nonresident deaths are removed for calculation, the overall child death rate is 57.2/
100,000 population. Table 3 shows the numbers of deaths for nonresidents and the num-
bers of deaths in each County.  These are further broken down into numbers for unintentional
injury and natural (medical) deaths.  There were 21 child deaths occurring in nonresidents of the
total 192 accounting for 5% of the 1996 child deaths. The 21 non-resident deaths included 15
deaths due to natural causes with 2 due to acute illness, 4 due to cancer, 4 due to congenital
anomalies, 2 to chronic disease and one death each from birth injury, surgical procedure and
prematurity.  Six deaths were due to injury with 4 due to motor vehicles, one drowning and one
homicide.

Table 3
Table of Resident County by Death Manner

Nonresident 15 5 1 0 21

Hawaii 10 8 1 0 19

Honolulu 102 16 4 3 125

Kauai 7 1 1 0 9

Maui 10 8 0 0 18

Total 144 38 7 3 192

Frequency Natural Unintentional/
Accidental

Intentional Undetermined Total
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Figure 2
Rate (/100,000 population) of child deaths in Hawaii, by manner of death and county of residence, 1996.
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Methods: Includes only deaths among residents of Hawaii (n=171).  Rates are crude mortality rates for residents aged 0-17 years.  The source for 1996
population estimates are from Population Estimate Reports from the U.S. Bureau of the Census, as listed on the DBEDT website (http://www.hawaii.gov/
dbedt/estimate.html).
* “Total deaths” include 17 deaths which were not classified as natural or due to unintentional injuries.
 These deaths included 3 suicides (one each among residents of Hawaii, Honolulu and Kauai counties), 3 homicides (all in Honolulu), 1 death due to legal
intervention in Honolulu, and 10 other deaths for which the intent could not be determined by the review teams (9 in Honolulu, and 1 in Kauai counties).

Note: The low number of deaths make all rate calculations unreliable, with the exception of natural deaths among residents of Honolulu.

The majority of child deaths occurred in Honolulu County because of the large population
concentration in this county.  Figure 2 shows the rate of child death by county of residence.
The rates for natural deaths appear to be highest in Honolulu and injury death rates appear higher
on the neighbor islands.  Apparent differences in rates may not be significant as the numbers of
deaths occurring outside Honolulu County are small.  Further accumulation of data is needed to
make confident statements about the effect of county of residence on risk of death.
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Figure 3
Number of child deaths in Hawaii, by age and gender of victim, 1996.
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Methods: Includes only deaths among residents of Hawaii (n=171).

Gender

Figure 3 shows the distribution of child deaths by age group and gender among residents
of Hawaii.  There are differences in distribution of death by gender for some age groups but the
differences are again interpreted with caution due to the small numbers.  Overall, 53% of the
victims were male.  Males have a higher risk in the neonatal period and in adolescence in this
cohort, consistent with other studies on larger populations.  The increase risk for males in the
neonatal period is not well understood.  The increase risk for males in adolescence nationally is
attributable to an increase rate of death from motor vehicle incidents, suicide and assault.
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Ethnicity

Table 4 shows the rate of death by ethnicity.  The Department of Health, Office of Health
Status Monitoring estimates the size of ethnic groups based on information gathered by the Hawaii
Health Survey.  These estimates were used to calculate child death rates for ethnic groups.  There
are multiple problems with estimates of the size of ethnic populations and the determination of
ethnic category of individuals.  Rates for ethnic groups having less than 5 child deaths were not
calculated.  With this in mind, some observations may be noted.  Three ethnic groups had death
rates higher than the overall death rate.  The child death rate was highest for Samoans and Pacific
Islanders followed by Hawaiians.  Analysis of the determinants of these ethnic disparities is neces-
sary to gain in sight as to the relationship of ethnicity to the death of children.

Table 4
Child Deaths and Estimated Child Death Rate by Ethnicity of Residents, Hawaii 1996

Ethnicity of Child Estimated Population Less Number of Child Estimated rate
than age 18 Deaths per 100,000

*Includes Hawaiian and Part Hawaiian
**Includes Portuguese
***Ethnicities with < 5 child deaths
Estimated population is based on Hawaii Health Survey

Samoan/Tongan/Other Pacific Island 6,489 15 231.2
Hawaiian* 98,329 75 76.3

Black 14,392 9 62.5
Filipino 49,107 26 52.9

White** 47,914 22 45.9
Japanese 48,480 15 30.9
Other*** 32,829 9 27.4

State 171 57.3

12 23



Appendix I

Hawaii State CDR Council
and

Local CDR Team Members



A major goal of Hawaii’s Child Death Review system is to prevent child deaths.  This 1996 Child
Death Review Report was Hawaii’s first opportunity to “test-pilot” the newly established CDR
system.  The report focuses on all the deaths to children from birth to age 18 in the State of Hawaii
during 1996.  Inasmuch as the current database is limited in size, meaningful analysis by cause of
death is difficult.  Over time, the addition of yearly data will provide greater insight as to contributing
factors to child death.  Trends and patterns may be identified and directly related to specific risk
behaviors.  This information will be helpful in developing educational programs for increased
community awareness and action.  It will be possible to use the information to design and evaluate
targeted strategies, and promulgate policies that reduce preventable deaths.  During the analysis of
the data and development of this report, strategies to improve both the Child Death Review system
and the data were identified; these changes will be implemented in the future.  Continued individual
commitment by all stakeholders and sufficient levels of resources will be necessary to accomplish
the mission of the Child Death Review system.

In the future, the information provided by the Child Death Review system will be further analyzed
to provide greater insights and guidance.  Some important areas for further study include the
correlation between maternal factors and neonatal deaths, characterization of risk factors for
vehicular death, drowning and assaults.  Additionally, the effect of county of residence and ethnicity
on risk for death will need to be fully investigated.

This report ends with one more mahalo to the members of the State Child Death Review Council
and the Local Child Death Review Teams for their commitment to this work.  Their accomplishments,
for which no additional resources were allocated, are truly commendable.  We look forward to
continued collaboration and strategic gains for the improvement of the health and safety of the
children of Hawaii.

LOOKING TO THE FUTURE
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Appendix II

Data Forms 1 & 2



21 2■



22 2■



15

23 2■



24 2■



25 2■



26 2■



27 2■



28 2■



29 2■



30 2■



31
2■



2■2■32 2■23 2■30 2■2■2■2■2■



1 2■
23

2■
23

2■23 2■30 2■
30 

2■2■2■
31

2■2■2■33 2■2■2■2■2■2■2■



2■2■34 2■2■2■2■2■2■2■



The Hawaii State Child Death Review System is a community-based process that provides
systematic, multidisciplinary and multiagency reviews of all child deaths under age 18 to reduce
preventable child deaths.  Through the review of the cause and circumstances that surround a
child’s death, trends and patterns may be described and risk factors may be identified in order
to recommend change in policies, strategies and resources to prevent future child deaths.

Act 369 of the Session Laws of Hawaii in 1997 created the Hawaii CDR System, giving the
Department of Health authority to conduct multidisciplinary reviews and to oversee the
implementation of this system.  Multidisciplinary representation includes individuals from public
health, medicine, law enforcement, child welfare, education, the judiciary and other community
professionals as appropriate.

The State CDR Council has the responsibility of on-going oversight for this review system.  It
recommends policy and legislative changes, facilitates training programs and increases public
awareness through specific educational activities.  As Local CDR Teams review the deaths, they
also identify services, policies, educational and other factors that may have prevented the child’s
death.  Together their collective knowledge motivates system change.

This document is based on the retrospective review of all 1996 child deaths. The findings are
limited but largely consistent with patterns of child death previously identified in other studies.
There are no marked differences between Hawaii and other states at present.

• 57% of all child deaths occur in the first year of life.  The primary causes in this
period were prematurity and congenital anomalies.

• Drowning is one of the leading categories of child deaths in 1-4 years, 5-9 years
and 15-17 years.

• Motor vehicle crashes are the leading cause of death for 10-14 years and 15-17
years and the second leading category for 1-4 years and 5-9 years.

• The child death rate was highest for Samoans and Pacific Islanders, followed by
Hawaiians who presented an above average rate.

Over time in depth analysis with large numbers will provide greater insights into the
circumstances and risk factors surrounding the death of children in the State of Hawaii.

EXECUTIVE SUMMARY
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Mahalo to all for your kokua and laulima!
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development of the system has been a definite contribution to accomplishing this important task.

We are especially grateful to Lisa Nakao, Child Abuse and Neglect Prevention Planner, for her
dedication and perserverance in shepherding the process to achieve legislation.  Her initial work
in staffing the State CDR Council involved the development of protocols and procedures.

We gratefully acknowledge Leanne Courtney, R.N., LTC USAF/NC Ret, M.F.S., who brought
her forensic expertise to the beginning stages of the Local CDR Team.  We extend our
appreciation to the support staff at Maternal and Child Health Branch (MCHB) for their efforts
to keep the communication open between the State CDR Council and Local CDR Team
members as well as other stakeholders.

Critical support has also been provided by the Department of Health (DOH) programs in the
form of staffing and consultation.  The Injury Prevention and Control Program’s Epidemiologist,
Daniel Galanis, PhD. and Office of Health Status Monitoring’s Alvin Onaka, PhD. have
consistently provided expertise and technical assistance in the design of data forms, collection
protocols, data analysis and design and implementation of a surveillance system.  The Public
Health Nursing Branch has committed to provide staffing and technical assistance to the local
review teams.  Maternal and Child Health Branch personnel have served the CDR system with
facilitation, planning and staffing.  And finally, we would like to acknowledge Linda Rosen, MD
who recently joined the Family Health Services Division as Medical Director and has been
instrumental in finalizing this report.  Dr. Rosen has become a State CDR Council member and
provides medical consultation to the Local CDR Teams.

Federal funds secured by the MCHB through the Preventive Health and Health Services Block
Grant (PHHSBG) and the Department of Human Services’ commitment have assisted in funding
staff positions for a Research Statistician and a Nurse Coordinator.  It is noted that the
cooperative relationship with the Office of Health Status Monitoring in the supervision of the
Research Statistician and the access to the vital records have supported the success of the
program.

We would also like to acknowledge the work accomplished over the years by the American
Bar Association, their training curriculum and resource materials, the American Academy of
Pediatrics and the experience from other states that have been assets to Hawaii.
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ACT 369

A Bill for an Act Relating to Child Death Review.

Be It Enacted by the Legislature of the State of Hawaii:

SECTION 1. Chapter 321, Hawaii Revised Statutes, is amended by adding a
new part to be appropriately designated and to read as follows:

“PART      . CHILD DEATH REVIEW

§321- Multidisciplinary and multiagency reviews. The department of health
may conduct multidisciplinary and multiagency reviews of child deaths in order to reduce
the incidence of preventable child deaths.

§321- Definitions. As used in this part:
“Child” means a person under eighteen years of age.
“Child death review information” means information regarding the child

and child’s family, including but not limited to:
(1) Social, medical, and legal histories;
(2) Death and birth certificates;
(3) Law enforcement investigative data;
(4) Medical examiner or coroner investigative data;
(5) Parole and probation information and records;
(6) Information and records of social service agencies;
(7) Educational records; and
(8) Health care institution information.
“Department” means the department of health.
“Director” means the director of health or the director’s designated

representatives
“Family” means:
(1) Each legal parent;
(2) The natural mother;
(3) The natural father;
(4) The adjudicated, presumed, or concerned natural father as defined

under section 578-2;
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American Academy of Pediatrics Department of Human Services
Children’s Justice Grant Council Department of the Prosecuting Attorney
Department of the Attorney General Hawaii Birth Defects Program
Department of Defense, U.S. Pacific Command Hawaii Sudden Infant Death Syndrome
Department of Education Program
Department of Health Honolulu Medical Examiner’s Office

- Emergency Medical Services Systems Branch The Judiciary
- Injury Prevention and Control Program Kapiolani Child Protection Center
- Maternal and Child Health Branch Police Departments
- Family Health Services Division - City and County of Honolulu
- Office of Health Status Monitoring - Hawaii County
- Public Health Nursing Branch - Kauai County

- Maui County
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The cooperation of the Department of Defense (DOD) which has their own “local team” based at
Tripler Army Medical Center has been instrumental in assuring that review of deaths of children of all
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(5) Each parent’s spouse or former spouses;
(6) Each sibling or person related by consanguinity or marriage;
(7) Each person residing in the same dwelling unit; and
(8) Any other person who, or legal entity that, is a child’s legal or physical

custodian or guardian, or who is otherwise responsible for the child’s care,
other than an authorized agency that assumes such a legal status or relationship
with the child under chapter 587.

“Preventable death” means a death that reasonable medical, social, legal, psychological,
or educational intervention may have prevented.

“Provider of medical care” means any health care practitioner who provides, or a
facility through which is provided, any medical evaluation or treatment, including dental and
mental health evaluation or treatment.

§321- Access to information. (a) Upon written request of the director, all providers
of medical care and state and county agencies shall disclose to the department, and those
individuals appointed by the director to participate in the review of child deaths, child death
review information regarding the circumstances of a child’s death so that the department may
conduct a multidisciplinary and multiagency review of child deaths pursuant to section 321-31
and this part.

(b) To the extent that this section conflicts with other state confidentiality laws, this
section shall prevail.

§321- Exception. Information regarding an ongoing civil or criminal investigation shall
be disclosed at the discretion of the applicable state, county, or federal law enforcement agency.

§321- Use of child death review information and records. (a) Except as otherwise
provided in this part, all child death review information acquired by the department during its
review of child deaths pursuant to this part, is confidential and may only be disclosed as
necessary to carry out the purposes of this part.

(b) Child death review information and statistical compilations of data that do not
contain any information that would permit the identification of any person shall be public records.

(c) No individual participating in the department’s multidisciplinary and multiagency
review of a child’s death may be questioned in any civil or criminal proceeding regarding
information presented in or opinions formed as a result of a child death review meeting. Nothing
in this subsection shall be construed to prevent a person from testifying to information obtained
independently of the department’s multidisciplinary and multiagency review of a child’s death,
or which is public information, or where disclosure is required by law or court order.

(d) Child death review information held by the department as a result of child death
reviews conducted under this part are not subject to subpoena, discovery, or introduction into
evidence in any civil or criminal proceeding, except that child death review information otherwise
available from other sources is not immune fron’ subpoena, discovery, or introduction into
evidence through those sources solely because they were provided as required by this part.

§321- Immunity from liability. All agencies and individuals participating in the review
of child deaths pursuant to this part shall not be held civilly or criminally liable for providing the
information required under this part.”

SECTION 2. This Act shall take effect upon its approval.
(Approved July 3, 1997.)
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“A lei that is never cast aside is one’s child.”

   Hawaiian proverb

 

Ka lei ha ‘ule ‘ole he keiki




